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CHAPTER I

INTRODUCTION

When ethnic minority
- communities encounter the
-/

majority community in urban settings, the conflict in
values and cultures arises into monumental problems for
those attempting to provide social services as well as
those in need of assistance.

The difficulty exists in the

mental health area, where traditionally trained mental
health workers are confronted with and confused by clients
of different ethnic backgrounds, life·experi~nces, and
cultural values (Miranda ·and Kitano, 1976).
This problem is only multiplied in its severity
when specific ethnic groups refrain from utilizing mental
health services which are available.
Asians and Chicanos underutilize mental health
facilities.

These two specific populations display the

lowest representation of any other minority population~
This provided the impetus to write this thesis discussing
the significant commonality of avoidance within these two
populations~
The Community Mental Health Centers Act became
operative in 1964 during President John F. Kennedy's term.
In his 1963 message to Congress, he stated the following:
We must act
. to provide for early diagnosis
and continuous and comprehensive care, in the
1
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community, of those suffering from these disorders:
• • • to retain in and return to the
community the mentally ill and mentally
retarded, and there to restore and revitalize
their lives through better health programs and
strengthened educational and rehabilitation services~ • • • (Ozarin, Feldman1 and Spaner, 1971: 912)
According to J.M. Stubblebine (1971}, a community
mental health center is a system of services and a set of
attitudes organized to accept and meet the responsibility
of a designated population.

It is responsible for finding

ways at any point in the lives of the members of the
population to prevent or decrease the pain and disability
of mental illness.

Through its technical knowledge and

skills it is to bring relief to someone who is troubled
by his or her self, others or society.

It is a mechanism to

make available, in a humanly understandable community,
the technical expertis~ of psychiatry and by its organization it is intended to bridge a gap between the great
majority of citizens and the increasingly complex and
remote benefits of our specialized society.
The center must be available, accessible and most
of all, it must be acceptable to the clients it serves.
It must be organized to provide that service which best
meets the patient's needs and situation, even though that
service may be awkward or unconventional.
The conspicuous lack of participation of Asians
and Chicanos in mental health com.~unity services and in
psychotherapy raises questions concerning the attitudes
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and preferences of these groups toward such services.
The effects of the client's perceptions of one 1 s
psychotherapist on one's initial involvement and on the
outcome of one's treatment would seem to be particularly
important for a study of client participation in psychotherapy, whether by Asians, Chicanos or any other group.
The decision to select a therapist in a coITI.t~unity
mental health center is the most important factor for an
effective outcome.

One will gain help if one feels

comfortable with one's therapist.

Crucial ingredients

for an effective interview and therapy session are understanding, empathy and most important and essential, the
therapists'
awareness
both of their own bias' and the
'
cultural values of their target population.
It is the author's belief that other variables
play a vitally important role in this decision.
(1) the ethnicity and culture of the therapist,
sex of the therapist,

They are:
(2) the

(3) the social class of the therapist

and (4) the age of the therapiste
Conclusion
This study addressed the attitudes and preferences
which coITu~unity mental health patients would consider in
selecting a therapist.
Statement of the Problem
Since the early 60 1 s, words such as "culturally

4

deprived,
11

11

"emotionally deprived," "socially deprived,

disadvantaged,

11

"underprivileged," and

11

11

handicapped 11 have

become everyday language in describing minority populations
in our society (Ventress, 1969).

They are often used in

describing the 'mentality• of these populations.
Ethnic minority group members, especially the
minority group members of the poor, receive less health
care than the rest of the population (Padilla, 1971).
It has been widely documented that the incidence
of mental illness and admissions to mental hospitals is
higher for the lower socioeconomic groups.

Nevertheless,

\
the poor and minority groups are underrepresented in outpatient treatment facilities.

Their dropout rate after the

initial visit is extremely high (Abad, Ramos, and Boyce,
1974; Overall and Aronson, 1963; Frank, 1961; Freedman,
/ -,,
Engelhardt, Hankoff, Glick, Kaye, Buchwald; and Stark, 1958;
Rosenthal and Frank, 1958; Davis, 1938).
Studies by Hollingshead and Redlich (1958); Kolb,
Bernard, and Dohrenwend {1969) and Strole, Langer, Michael,
Opler, and Rennie (1962) all confirm demographic findings
that minorities receive less mental health services than
the majority.

In a recent study by Padilla (1971), the

Spanish speaking, Spanish surnamed possibly receive the
least amount of mental health care of any population subgroup.
Pederson (1974) asserted that the traditional
systems of mental health services have a cultural bias
favoring the dominant social class over others and have
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been proven detrimental to these populations.
I
I

The

traditional systems of mental health services originated

I•

from the dominant social class' value judgments and
criteria.
Why is this so?
I

Minority group individuals are reluctant to use
psychotherapeutic services due to a number of reasons.
One reason may be a mental health center's lack
'

of sensitivity to it's populations' ethnic backgrounds.
Cultural differences affect the delivery of mental health
V

services.

Ethnocentric notions of adjustment tend to

ignore inherent cultural values.

This allows the therapist

to evade reality while maintaining a belief in his
internalized value presuppositions about what is "good"
for the client involved.

This tendency toward cultural

isolation is accentuated by his inherent capacity for
culture-bound and time honored values to protect himself
against the tentativeness of new knowledge.

The very data

which defines the task of counseling can take on a reified
meaning in reinforcing modal stereotypes of cultural groups1
separating counselors from the social reality of the person
from another culture (Pedersen, 1974).
Another reason may be the racial difference between
worker and client.

This ethnic factor creates problems in

the relationship and the interview {Kadushin, 1972) and
most often the counseling session.
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Torrey (1-969) stated that whenever therapists from
one culture diagnose and prescribe treatment for patients
from another culture, there is an inherent probability
of professional misjudgment.
There exists strong evidence that the degree to which
a client is attracted to a therapist is related to the
success of psychotherapy (Gardner, 1964; Heller and Goldstein, 1961).
The traditional systems of mental health services
have a cultural bias favoring the dominant social class
but a sexist bias over females also exists.
Traits ascribed to women are in general more negative
than those ascribed to men.

Women are thought of frequently

as being more emotional than men, easily influenced,
dependent, and exci~able in minor crises (Chesler, 1971).
They are seen often as more superficial in their interest,
less objective, and less competitive and aggressive
(Braverman, Braverman, Clarkson, Rosenkrantz, and Vogel,
1970).
Masculine traits, on the other hand, are perceived
as socially desirable and as reflecting better adjustment
and competence (Braverman, et al., 1970; Rosenkrantz,
Vogel, Bee, Broverman, and Braverman, 1968).
According to Boulware and Holmes (1970), several
studies have investigated the affect of the therapist's
physical characteristics, age and sex on influencing a
patient's preference or attraction toward the therapist.
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In $tudies done by Holman (1955) and Levy and Iscoe (1963),
both males and females prefer an older, rather than younger,
therapist for both personal and vocational problems.

Koile

and Bird (1956) found that for personal and vocational
problems, students preferred a therapist of their own sex
while Levy and Iscoe found that a male therapist was
preferred.

Fuller (1964) on the other hand found that

females preferred a female therapist for personal problems.
Preferences regarding therapist age and sex are
apparently based on expectancies associated with therapists
of different ages and sexes.

Holman (1955) found that

older counselors were preferred because they were able to
give the type of help that was needed at the time.

Levy

and Iscoe (1963) found that preferences were determined
by the therapist's appearance and expectancies about how
the therapist would act during therapy and about the
therapist 1 s personal adjustment.

The above stated findings

were preferences of college students with personal and
vocational problems.
The ethnicity and culture, social class, sex and
age of the therapist are factors taken into consideration
when selecting a therapist to aid in solving coping
problems.

These are also factors that prevent the usage

of mental health services which are currently available.
These variables will be dealt with in the following chapters~
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Obiectives
This study sought to answer what attitudes and
preferences were taken into consideration when a sample
population of Asians, Chicanos and Anglos selected a
therapist in a mental health setting.
The choice or preference of (1) a male or female
therapist,

(2)

a specific ethnic background,

age or generation group,

(4)

(3)

a certain

a psychiatric social worker,

psychologist or psychiatrist were not given to the sample
which was verbally interviewed and completed the questionnaire/interview schedule.
The present study was carried out to determine
what types of therapists community mental health patients
are attracted to.

This was studied because information

on preferences would facilitate the assignment of clients
to attractive therapists while knowledge of relevant
expectancies would be helpful in understanding or manipulating preferences.
Hypothesis and Research Questions
Hypothesis:

If given the opportunity, a person

of one ethnic group, age range and sex would prefer
counseling/therapy from a therapist of the same ethnic
group, age range and sexw
Research Qu.estions:

This study seeks to secure
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answers in response to the following questions:
(1) Who would the client rather see for counseling
among a Psychiatric Social Worker, Psychiatrist or
Psychologist?
Why?
(2)
Would the client rather see for counseling
a therapist who is younger than himself, the same age
as himself, older than himself, or does it matter?
Why?

(3) Would the client prefer a therapist of his
own ethnic group/background?
Why?
To measure the patient's attitudes, the patient was
requested to rate his present therapist.

This information

was, therefore, gathered to compare the relevance of the
patient's attitudes toward his on-going therapist to his
preference of a therapist.

CHAPTER II
LITERATURE REVIEW
To date there is little empirical study reported
I

in the literature that has attempted a direct examination
of Chicano or Asian Americans' preferences and attitudes
for racially or ethnically similar therapists.

Nor is

there a study that evaluates possible social class differences among Chicanos and Asians in their attitudes
toward psychotherapy.
After an extensive and intensive search for
literature on preferences and attitudes of the sample
,

populations, only two studies were evident (Acosta and
Sheehan, 1976~ Boulware and Holmes, 1970).
The most extensive social psychological literature
on ethnic differences in attitudes and preferences exists
in comparisons between Blacks and Anglos, Asians and
Anglos, and Chicanos and Anglos.

All of the studies were

findings of preferences of high school or college students
with personal and vocational problems (Sue, Wagner 1 Davis~
Margullis, and Lew, 1976; Acosta and Sheehan, 1976; Sue
and Kirk, 1975 and" 1973; Sue and Sue, 1974; Peters and
Slaughter, 1973; Vontress; 1971; Boulware and Holmes, 1970;
Honigman, 1969; Rosenkrantz, et al., 1968; Fabrega 1 Rubel,

--

ar!d Wallace, 1967 Grier,. 1967; Fuller, 1964 and 1963; Levy

and Iscoe, 1963; Kaile, 1956; Holman, 1955).
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If you take an individual from one culture and
environment and place him in a totally different setting,
he will undoubtedly be labeled as 'disadvantaged'.

When

the Chicano barrio or Asian community individual is placed
in a middle-class culture and environment and expected to
behave and think like the inhabitants of that environment,
he most likely will be at a 'disadvantage'.

This would

also apply if a middle-class person is placed in the barrio
or community and is expected to exist.

He,too, will be

disadvantaged for the demands and expectations of the
barrio or community will generally foreign to him (Vontress,
1969).
Major Variables as Barriers
Ethnicity and Cultural Barriers
One of the variables which may play a vital role
in the decision process and in treatment is the ethnical
background and culture of the therapist and the patient
involved.
The underutilization of mental health facilities
by the Mexican-American and Japanese-American ~inority
groups has been well documented by Padilla and Ruiz (1973)
and Kitano (1969b).

T'nese two populations display the

lowest rates of utilization of mental health services
relative to any other ethnic minority groups (Sue and
.McKinney, 1975; Karno and Edgerton, 1969).
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Cultural differences affect the delivery of mental
health services in a number of ways.
Ethnic and class differences have produced a
"deficit hypothesis" (Cole and Bruner, 1972) which assumes
that a poverty coITu.~unity is disorganized and that the
disorganization presents itself in variou~ forms of deficit.
The problem is not that certain population segments
are without culture; rather, it seems to be that the powerful dominant cultural group rejects subcultural groups in
society.

By their rejection, they convey the notion that

those unlike themselves are inferior, deprived, or disadvantaged.
If the interaction between the patient and therapist
per se constitutes an appropriate psychotherapeutic unit,
then the cultural conditioning of each member of this
therapeutic relationship is a matter of interest to patients,
therapists and researchers engaged in investigating the
nature of such relationships (Yamamoto and Kraft, 1966).
According to Karno (1966), there is a remarkable
lack of direct attention given to ethnicity, racep subcultural identity and .bilingualism by clinic personnel.
There may be a conscious or unconscious avoidance or the
reality of ethnicity, stemming from a hypersensitive
concern to not be

11

discriminating 11 or "prejudiced 11 in the

clinic settinge
In addition to avoidance of ethnicity, there is
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another operative in the clinic which may significantly
contribute to therapeutic failure with ethnic patients.
This (as mentioned earlier) is the use of and reliance
upon a model for the psychiatric historical interview
which derived directly from the classical medical history.
This is an information retrieving process which ignores
the sociocultural context of the patient's life.
Karnq and Edgerton (1969) noted that the medical
model of psychopathology determines the kinds of questions
raised during history taking.

The emphasis upon physical

symptoms predisposes the interviewer to neglect material
of potentially much greater value.
Not only does the psychiatrist's judgment of
personal mental illness constitute a value judgment, but
in all likelihood so do standards of positive mental health.
They favor the self-accepting person, who can live with
his potentialities and limitations; who continues to
actualize himself through growth and more progressively
closer to his own goals, as much as his potentialities
permit.
Cultural barriers in the counseling relationship
are the counselor's and client's reciprocal racial attitudes,
counselor's ignorance of client's background, language
barriers of poor people in general and the client's lack
of familiarity with counseling (Vontress, 1969).

In the case of Blacks and Anglos in an interpersonal relationship, counseling demands that the professional establish rapport with his client before he can
begin to apply his skills (Milner1 1953).
Although the counselor may be imbued with empathy
and positive regard, he may prove to be professionally
ineffective if the client rejects him on sight simply
because he happens to be of another color.
Much of the misunderstanding, distortion, and
ignorance about the 'disadvantaged' client can be attributed
to the paucity of contacts that middle-class personnel
have with him (McHahon, 1964).

This only enables the

therapist to protect himself against seeking new knowledge
of the 'disadvantaged' client.
Thomas and Sillen {1972) and Fischer {1969) believe
that culturally different groups of patients are often
misdiagnosed by clinicians, may have certain response sets
in answering personality questionnaires, and may exhibit
behaviors appropriate to their subcultures but considered
signs of psycho-pathology in another culture.
Whenever therapists from one culture diagnose and
prescribe treatment for patients from another culture,
there is a great probability of misjudgment.

Torrev (1969)

described an experiment in which he studied differences
in categorizations of symptoms between different cultures.
He cited data indicating that 90 percent of Anglo psychiatry
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residents associated the phrase "hears voices" with the
word "crazy," whereas only 16 percent of Mexican-American
high school students made the same association.

He goes

on to say that there is an increasing abundance of evidence
in this direction that points to cultural differences in
life perceptions.

The differences include concepts of

disease etiology, classification of symptoms, goals of
therapy, and cultural values.
This concept becomes even more important when one
deals with patients whose cultural background is different
from that of the social worker.

Their values, their

attitudes, and their perception of the.~selves in relation
to their families, the society, and the institution itself
must be taken into account.

Not until then can one begin

to tailor a therapeutic plan for the patient and to provide
effective treatment that will return this individual to
the community as a responsible person (Aguilar and Wood,

1976).
In a study of cultural stereotypes held by practicing
psychotherapists toward minority group patients (MexicanAmericans, Blacks, Japanese, Chinese and Jews), Bloombaum,
Yamamoto, and James (1968) present two major findings.
First of all, "negative at,titudes" held by psychotherapists
are the same as those found among the general publice
Secondly, these prejudices motivate psychotherapists to
establish and maintain social distance between themselves
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and their minority group patients.

Needless to say, such

behavior is destructive to the formation of the type of
intimate interpersonal reJ!ationship which characterizes
most psychotherapeutic techniques.
i

In a case-history istudy of Spanish A.~ericans in
Colorado, Kline (1969) re~orted that this patient group
perceived Anglo psychotherapists as "cold, exploitive and
insincere."

This perception may represent a prejudicial

attitude but Kline elaborates on several therapist behaviors
which reinforced this impression.

Anglo therapists typically

possess minimal understanding of the various Spanish speaking, Spanish surnamed subcultures by requesting information
during intake interviews which the patients perceive as
irrelevant to their problems.

He also found that psycho-

therapeutic sessions are frequently unproductive and
mutually frustrating because the therapist sometimes fails
to grasp full comprehension of what is being com.~unicated.
Another therapist variable which retards treatment progress
is the tendency of some socially sensitive psychotherapists
to experience guilt when confronted by their patients•
anecdotes involving prejudice and discrimination.

Both

of these latter two factors influence psychotherapeutic
judgment adversely.
Reviewing the literature leaves the reader with,
the clear impression that the ethnicity and cultural
background of the therapist inhibits a patient from referring
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one's self for therapy.
Sexual Barrier
It is evident in today's society that attitudes and
stereotypes about women still exist.

In the mental health

field, these issues arise during the beginning phase of
treatment and may be exacerbated thus causing the direction
and content of therapy to be altered.

The initial ·role

ascribed to the therapist is frequently in marked contrast
to the traditional traits ascribed to women.

These

attitudes affect the treatment process, especially in the
beginning phase.
As mentioned before traits ascribed to women are
more negative than.those traits ascribed to men.

They are

described as·more emotional, more easily influenced, more
dependent and more excitable in minor crises (Chesler,
1971).

According to Braverman, et al., (1970), they are

seen as more superficial in their interests, less objective
and less competitive and aggressive.

These characteristics

.clearly show women as lesser beings than men.
This belief is also true in the Chicano population.
Cultural expectations that are particularly salient in a
discussion of Chicana counseling are the qualities of being
gentle and mild, intuitive, maternal, self-denying, selfsacrificing, and faithful (San Martin, 1975).
,

Therefore, it could be assumed that the Chicana
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would welcome a female counselor coming from a similar
background.

In fact, this is not the case.

Masculine

traits are perceived as socially desirable and as reflecting better adjustment competence (Broverman, et al., 1970;
Rosenkrantz, et al., 1968).

This is supported by a study
'

conducted by Braverman and his colleagues where a sex-role
stereotypic questionnaire consisting of 122 bipolar' items
was distributed to seventy-nine actively functioning
clinicians.

Clinicians included psychologists, psychiatrists

and social workers.

Of the seventy-nine clinicians, forty-

six were men and thirty-three were women.

The participants

were asked.to describe either a healthy, mature adult (sex
unspecified) or a healthy, mature man or woman.

One of

the major hypotheses tested was that clinical judgments
about traits characterizing healthy, mature individuals
differ as a function of the sex of the person judged.
~.nether major hypothesis was that particular behaviors
and characteristics thought to be indicative of pathology
in members of one sex may not be thought of as pathological
in members of the opposite sex.

A final hypothesis was

that the characteristics and behaviors judged as healthy
for a mature, socially competent adult (sex unspecified)
would resemble behaviors judged as healthy for men.
hypotheses were supported.

These

The ratings for healthy women

being described as more submissive, less independent, less
adventurous, less competitive, etc.

Clinicians in the
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study tended to consider masculine traits as socially
desirable and healthy more often for men than feminine
characteristics were considered as desirable and healthy
for women.

That is, clinicians ascribed male-valued

stereotypical traits more often to healthy men than they
did stereotypic female traits to healthy women.
true regardless of the sex of the rater.

This was

This indicates

a negative assessment of women.
Chicanas have been reared in the tradition that
only men are 'professional' and have any authority.

The

following examples illustrates the Chicana's unsightful
view of women who attempt to counsel them (Medina and
Reyes, 1976).
Mrs. N. was referred to the agency by her son 1 s
school counselor. She had been told that she needed
. "professional" help regarding the boy 1 s problems in
school as well as for her own personal problems.
At her first interview, she volunteered that she
did not consider a woman to be professional; she
preferred a male counselor who would tell her
authoritatively what to do.
The socialization of Spanish-speaking women was
shown in the following example of an adolescent girl from
Maxico who had been placed in a foster home in the United
States by a religious child-placement agency.
At the age of fourteen, Juana already had fixed
ideas about "professionals." In attempting- to
provide her with medical care from a doctor who
could speak Spanish, the counselor suggested that
her foster mother made an appointment with an
Argentinean physician who happened to be a woman.
On her second visit, it became clear that Juana
could not bring herself to refer to the physician

20

as "Doctor." The foster mother, not of LatinAmerican background, realized she had much work
to do in resocializing the girl.
The doctor-patient relationship traditionally
places the doctor in the dominant role.

Important therapist

traits such as sensitivity, understanding and empathy which
are usually perceived as feminine characteristics play a
much needed role in treatment.

However, the initial traits

ascribed on the basis of the doctor-patient relationship
are inconsistent with those usually ascribed to women and
result in changes in therapy interaction.
Most patients prefer men as "doctors" or therapists
which corroborates that women are perceived differently in
that role (Chesler, 1971).

It is interesting to note that

most patients who seek treatment are women.

Bernard (1971)

explained the preference that women have for male therapists
by stating that women have internalized the male-oriented,
male-aggrandizing culture with the result of lower selfesteem and respect for their abilities or that of other
women.
The traits ascribed to women and the initial traits
ascribed to the ther2.pist conflict.

Ivey (1960) found that

female psychiatrists perceived the sex of the psychiatrist
as an important factor in the treatment of certain patients~
Male psychiatrists did not agree.

1'he female psychiatrists

surveyed thought that there was an advantage in having the
opposite sex treat homosexual conditions and an advantage
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in having the same sex treat adolescents.
As previously stated Kaile and Bird (1956) found
that for personal and vocational problems, students
preferred a therapist of their own, while Levy and Iscoe
(1963) found that male therapists were preferred.

Fuller

(1964) reported the same preference as Levy and Iscoe with
only one exception:

females preferred a female therapist

en personal problems.
Boulware and Holmes (1970) conducted a study on
120 male and female college students' preferences of a
therapist.

The students indicated how much they would

like to talk to each individual if they had a personal or
vocational problem.

They also indicated how they thought

each therapist would act in a discussion and what each
was like as a person.
The significant main effect of the sex of the
therapist indicates that when considered over both types
of problems, the subjects preferred male therapists to
female therapists.

This seems to be consistent with the

reports of Fuller (1964) and Lev-y and Iscoe (1963).

The

male therapist was preferred to the female therapist for
vocational problems.

There was no significant difference

in preferences for male or female therapists on personal
problems

ff

When comparisons of preferences for male and
female therapists within the four groups (older male, older

r
I
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female, younger male and younger female) of the subject
and type of problem, combinations indicated that males
tended to prefer a male therapist on both vocational and
personal problems.
The effects that occur when the therapist is a
woman are many.

Resistance and transferance may be

heightened and issues about femininity such as aggressiveness may arise.
When clients enter treatment they are often a
little reluctant and show a marked tendency to feel that
their problems are not really that bad.

They also question

how useful treatment would be if undertaken.

In the case

of a woman therapist, this doubting client only intensifies
and-magnifies one's negative feelings for one's therapist.
Resistance may be expressed by comments regarding
the place women occupy in this society and about the
capability of women.
Transference may occur earlier in treatment,
especially mother-wife transferences.
According to Jackson (1972), the patient may
inquire more frequently about education and training if
the therapist is female.
The aggressive women is often seen as unfeminine.
At times, passivity on the part of a female therapist
results in an increase in dependency, the patient feels
less threatened by the situation.

With a passive stance,
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there seems to be an increase in dependency, especially
with male patients, and a non-competitive orientation.
The presence of both sex and ethnic background as
variables has an even more profound influence on the treatment process.

If the therapist is a minority and female,

I

'

all factors are intensified.

The combined effects of

ethnic background and sex may intensify resistance and
result in a different interaction taking place.

Issues

around superiority-inferiority and dominance-submission
are present to a significant degree.
The literature clearly implies that the sex variable is definitely one factor that may inhibit a patient's
initial visit.

The sexual barrier exhibits

1

negativism 1

if -the therapist happens to be female so a successful
on-going therapy session can not continue, let alone begin.
Social Class Barrier
Since the majority of therapists in psychiatry are
dra'Wil from the middle and upper classes, opportunities for
satisfactory psychotherapy for patients from lower classes
are insignificant.

Their culture, as well as their class,

makes them too "different."

They restrict their practices

to patients of their O'Wil class.

These are the patients

who "understand," who nspeak the same language,
11

11

who are

good candidates for therapy" (Torrey, 1972).
Often these therapists have the YAVIS Syndrome or
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the tendency to select only patients who are Young,
Attractive, Verbal, Intelligent and Successful (Schofield,
1964).
The patient is expected to ccme to the psychiatrist,
to fit into his schedule, to be reasonably intelligent, to
be able to look at one I s self and his behavior, and to want
to look at himself and his behavior, and to want to understand how his past experiences, feelings, fantasies, and
dreams may l·ead to an understanding of his current behavior,
problems and symptoms.

In order to be able to do this, he

must be willing to wait for relief until some future time,
must value an understanding of himself over present relief
of anxiety, and be willing to anticipate that such an
approach will offer hope of improving of whatever causes
him to seek psychiatric treatment (Yamamoto, et al., 1966).
It is apparent that the vast majority of ethnic groups
cannot be suitably judged by such criteria for insightful
therapy.
The mental health system is somewhat irrelevant to
the fundamental problem of the poor.

It meets them in and

under artificial circumstances (the clinic or office),
discusses their difficulty in a vocabulary and with a
conceptual framework that has no relevance to their total
world, and involves them in a treatment process which
damages them by labeling them to themselves and their
com.rnuni ties.
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In seeking to treat the mental disorder in isolation
from other problems, the system may hopelessly complicate
the life of the poor person.

With this process from begin-

ning (diagnosis) to end {treatment), the poor person sometimes ends up in a worse state than that in which he began
(Fitzpatrick, 1971).
If a psychiatric patient is well educated or has
a good income he will likely receive some form of insight
psychotherapy; if he is poor, he will probably not see
a psychiatrist at all, but if he does, his treatment will
probably be short-term supportive psychotherapy or some
form of physical treatment (Hollingshead and Redlich,
1958; Kahn, 1957; Schaffer, 1954).
why this is so is economic.

The most obvious reason

Insightful therapies are

expensive and time-consuming.

Several studies have shown,

however, that even in free clinics, patients of lower socio~
economic status are less likely to be accepted for treatment; if they are accepted, they will be treated by less
experienced staff members and will discontinue treatment
sooner (Winkelman, 1965; Brill, 1960; Schaffer, 1954).
Educated people, especially therapeutic personnel,
conu~unicate in abstractions and words that not only convey
motivations, but that transmit1 modify# and refine feelings
as well.

In fact, counselors hardly consider their counsel-

ing interviews successful unless their clients verbalize
their feeling's fluently4

Working class people find i t
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difficult at times to converse back the way they think
they should (Bernstein, 1964).

Minorities, as working

class people find it also difficult at times ,to communicate
effectively the way th 7y believe they should.
Insight based psychotherapies seem to be less
I

effective with psychiatric clinic outpatients than with
patients in some other types of setting.

Psychiatrists

mostly refer psychotherapy to those clinic patients whom
they deem most likely to benefit from such treatment.
Those patients are young, usually psychneurotic with higher
socio-economic status and education and better oriented and
motivated toward receiving such treatment (Rosenthal, et
al., 1958).
In a study done at the Henry Phillips Psychiatric
Clinic, one out of every three referred for psychotherapy
failed to accept it when it became available.
Those of lower social class and motivation were
least likely to accept it or to remain in psychotherapy
once they tried it, but generally obtained as much benefit
from it as those of higher social class and motivation.
A study was conducted by Overall and Aronson (1963)
to test the effect of treatment expectations and their
fulfillment on patient's early termination of therapy.
Forty patients of lower socio-economic class were
seen prior to and after their initial interviews and a
questionnaire was given to them at both times.

The
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therapists were also asked to complete a comparable
questionnaire at the conclusion of the interview.

The

questionnaires were constructed to measure the areas of
the therapist's activity or passivity, emphasis on medical
or psychiatric problems and use of supportive therapy.
'
The results showed that lower-class patients tend
to expect a medical psychiatric interview with the therapist
taking a generally active but permissive role.

Those

patients whose expectations were most inaccurate were
significantly less likely_ to return for treatment.

More-

over, patients and therapists substantially agreed as to
the events that had take~ place during the interview.
However, the patient's observations of the interview were
a better predictor of return to psychotherapy than the
th~rapist 1,s observation, when both were compared with
patient's expectations.
A six month survey of new patients revealed a
dropout rate of 57 percent after the initial interview.
Only 43 percent returned for a second appointment.
In this study it was found that lower socioeconomic
class expectations were that they accepted professional
procedures which had no meaning to them and which often
aroused their anxiety.

Practically all Class V (Hollings-

head and Redlich, 1958) neurotics dropped out of treatment~
The few who remained beyond the intake period were unable
to understand that their troubles were not physical
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illnesses.

They continued to hold these attitudes even

when their therapist changed from insight therapy to
directive-supportive therapy.

These patients are dis-

appointed in not getting sufficient practical advice about
how to solve their problems and how to run their lives.
I

They expressed in word and action their lack of confidence
in talking treatment.

They retained rigid attitudes toward

mental illness and considered the psychiatrist a magical
doctor who can miraculously cure their physical ills.
They expected pills and needles and also as a gratuity,
sympathy and warmth, and they were disappointed at not
having such demands gratified.

The most frequent source

of difficulty between the lower status patient in psychotherapy and the therapist is the patient 1 s tacit or overt
demand for an authoritarian attitude on the part of the
psychiatrist and his unwillingness to assume this role
because it runs counter to certain therapeutic principles.
According to Yamamoto, et al.

(1966), patients

from the lowest socioeconomic classes more frequently
failed to keep their appointments.

They tend to view their

difficulty in terms of somatic complaints rather than in
relation to feelings, fantasies, dreams and their past
experiences.
Satisfactory therapy cannot be expected by the
lower-socioeconomic class since the majority of therapists
in psychiatry derive from middle and upper classes.
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Age Barrier
The therapist's physical characteristic of age
plays an influential role to preference for the therapist.
It is often believed the older therapist is knowledgeable
or better versed in counseling one on his life's trials
and tribulations.

They possess training and experience in

this field far more years than a therapist straight out of
school and experience.

The younger therapist, on the other

hand, is knowledgeable of new innovative methods and alternative ways in handling day to day crises.

They may also

possess a liberal or radical style which may be a better
approach in helping one cope with present-day problems
one is confronted with~
Holman (1955) and Levy and Iscoe (1963) reported
that both males and females prefer an older, rather than
a younger, therapist for both personal and vocational
problems.
Holman (1955) found that older counselors were
preferred because his subjects expected that these individuals would give the type of help that was wanted.
In Boulware and Holmes'

(1970) study 1 it was found

that in general, older therapists were preferred over
younger therapists~

This finding is consistent with the

earlier reports of Holman (1955) and Levy and Iscoe (1963).
The preference for an older therapist is the
consistent finding in all studies reviewed.
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Attitudes and Perceptions of the
General Public on Mental Health
Public attitudes toward mental illness have been
evaluated during the past twenty-five years, and their
historical antecedents have been traced back considerably
further.

It has been found that most studies have employed

one or both of _two general methods:

case history descrip-

tions intended to evoke judgments about the degree of mental
illness portrayed in the characterizations, and social
distance scales meant to show the kinds of social situations
in which those labeled mentally ill are tolerated or
excluded.

By 1960 it was clearly established that mental

illness was feared, and those labeled as mental patients
were disliked and avoided by most people.

It was found

that the public was less quick than mental health professionals to label odd or deviant behavior as mental illness,
but once the label was assigned; either by the community
or by professionals, the response was characteristically
negative and rejecting&

It was widely felt that the

mentally ill were rather hopelessly troubled people who
probably could not be rescued but who were not terribly
worthwhile to begin with.

T'ne label of mental illness

usually led to irreversibly diminished standing in the
eyes of the community, a circumstance that, of course,
exacerbated whatever problems of adjustment were initially
present.
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Even before 1960, the stigma of mental illness was
sufficiently established so that broadly based educational
and ideological campaigns were undertaken to bring to the
attention of the public the concepts of psychopathology
then prevailing among mental health professionals.

These

campaigns believed that mental illness is an illness like
any other, that it can strike anyone, that its victims
are entitled to physicians' care and that the illness can
be conquered.

This originated from the medical model.

These educational efforts undeniably have had an
impact on American thinking about mental illness.

Studies

of the 1960 1 s have convincingly demonstrated growing public
awareness of these principles.

More and more respondents

assigned the label of mental illness to descriptions of
peculiar behavior; they agreed in increasing numbers that
mental illness is an illness like any other, that mental
patients should be treated with the same courtesy extended
to anyone else, and that treatment can be worthwhile.
The gross inhumanity of involuntary psychiatric
hospitalization, its immense financial cost~ the emergence
of psychotropic drugs, and the development of alternative
styles of treatment have, together, impressed many mental
health professionals and legislators with the undesirability of inpatient care for mental illness, and with the
consequent need for identification of populations at risk
in the com.~unity to facilitate early intervention and
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treatment.

Once such an epidemiological framework is

adopted in the search for precipitating factors, attention
becomes addressed to stressful aspects of everyday living,
such as poverty, overcrowding, unemployment, and social
isolation.

At this point, it no longer seems helpful to

regard mental illness as an illness like any other that
can strike anyone at any time, as a germ or a virus might
do: alternative formulations of a psychosocial nature offer
greater explanatory value.

Concepts developed within this

latter framework today seem more important to communicate
to the public, but prevailing educational efforts still
follow the.older, traditional format (Rabkin, 1974).
The general public's attitudes and perceptions has
changed since the 60's.

What was once feared is presently

seen as an illness that can strike anyone at any time.
This new concept was successfully completed by a campaign
of educating the public on mental health.
Attitudes and Perceptions of
Asians on Mental Health
Psychotherapy is seen by Asian Americans as an
Anglo middle-class activity.

It is usually not well under-

stood by them and they often enter with much apprehension
and suspicion.

In addition, their lower verbal capacity,

great emotional inhibition and reservance and low tolerance
for ambiguity may make Asians extremely uncomfortable in
therapy.

More than often it is geared for individuals wh0
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have high verbal functioning; high emotional expressiveness and great tolerance for ambiguity.
In an analysis of current stereotypes, Sue and Kitano
(1973) found that Chinese and Japanese {the two largest
Asian American groups) were considered hard-working, good
citizens, and model minorities.

Others have indicated

that Chinese or Japanese show low rates of juvenile
delinquency (Abbott, K. and Abbott, 'E., 1968);

(Kitano,

'1969a) and divorce (Kitano, 1969a) while exhibiting a great
deal of success in educational, occupations, economic,
and social mobility {Levine and Montero, 1973; Schmidt,
Nobbe, and Mitchell, 1969).
Based on these stereotypes and research findings,
the view emerges that Asian ~..rn.ericans have little psychopathological disturbance.

It is believed that Asian

Americans are well adjusted and this is reinforced by low
official rates of psychiatric hospitalization (Kimmich,
1960; Kitano~ 1970).
Statistics from studies have been used by mental
.

health workers to indicate that personal and psychiatric
problems are almost nonexistent among Asian A.'Ileri.cans.
T.'nese views are supported by the only available

measure of the rate of psychopathology between Asian
Americans an.d Anglos, namely, the patterns of utilization
of psychiatric facilities.

Utilization rates are often

used as a research definition of psychopathology among
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groups (Scott, 1958).
It is not known whether low utilization of mental
health facilities is due to low rates of psychopathology
and/or to cultural values inhibiting self-referral for
psychotherapy.
There is evidence that traditional Asian cultures
may socialize individuals to quite different perspectives
of deviant behaviors than Western industrialized societies.
Hsu (1970) and Kitano (1969b) indicate that Asians are
taught greater self-control and conformity to the family
· , or cornmuni ty.

Individuals who rebel from the extended

family system would be considered deviants with little
strength and character.

This contrasts with Western values

which encourage individualism and independence .•
A related problem concerning the interpretation
of Asian American behaviors is that it is frequently
difficult to differentiate passive behaviors due to learned
helplessness from those that are conditioned by Asian
culture.

There is a great deal of evidence that Chinese

and Japanese cultures reinforce passive and conforming
behaviors particularly in the presence of authority
figures (Sue and Sue, 1971).
Sue and Kirk (1975) state that some investigators
have proposed that Asian cultural values such as bringing
honor to the family name, avoiding the shame and disgrace
of admitting mental health problems, and restr~ining
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potentially disruptive or strong feelings may be indirectly
responsible for the underutilization of psychiatric services.
These cultural values affect the overt expression of mental
health problems in one of two ways.

First, if problems

arise among individual members of the family, much energy
and effort is expended toward hiding such conflicts from
public view.

Secondly, low acting-out disorders would seem

to be the rule rather than the exception.
Asian-Americans often suppress their true feelings
whether negative or positive on any specific matter.
Because Asian-Americans tend to be more controlled and
restrained than their Anglo counterparts (Sue and Kirk,
1973), they often express problems indirectly as somatic
complaints.
Both Chinese {Devos and Abbott, 1966) and Japanese
(Kitano, 1969b} families stress the importance of obedience
and conformity to elders, high achievement, and behaviors
which bring a good family name.

Bad behaviors, such as

exhibiting disrespect for parents, juvenile delinquency1
failure to achieve well, or even psychopathology, bring
shame upon the entire family.

Since the family name is

so strongly implicated by a member's behavior; public
admission of personal problems is suppressed (Sue and
Kitano, 1973).
Sue and Sue (1971) state that asnects of culture
ccnflict and racism place Chinese-A.~ericans under greater
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emotional distress than merobers of the host society.

When

stress from these sources becomes too great, mental health
problems are frequently the result.
Kitano (1969b) explains Japanese American mental
illness and its relationship to other forms of deviant
behavior emphasizes the relativity of stress and the
cushioning effects of the family and community.

From this

perspective, certain groups of Japanese are "marginal,"
and it is this population that is more vulnerable to stress.
Those with a weak ethnic identity--those from broken or
conflict-ridden homes--and those who have failed to integrate into either the Japanese or the larger social system
will constitute the high-risk group in terms of mental
illness, suicide, crime, and delinquency.
The attitudes and perceptions of mental health by
Asians may clearly state that the cultural factor is the
main reason of the low utilization of psychological services.
Attitudes and Perceptions of
Chicanos on Mental Health

In contrast to many middle and upper class Americans,
who consider "going to a shrink" a "status symbol~" most
Chicanos beli,ave i t is shameful to seek help from a total
stranger.

They attach a negative connotation or stigma to

such treatment.

'l'h-ey tend to be too proud of t.rieir culture

to expose their problems to "outsiders" and instead tend to
deal with problems through the extended family systemo

\
l
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They also believe in taking care of their "own" ( family
members) rather than send them to an Anglo community mental
health center or other psychiatric facility.

This may be

interpreted as repudiation or rejection by the one who
seeks help.
Cultural traits such as fatalism, familism, strong
attachment to formal religious values, patriarchial authoritarianism and conservative morality regarding deviant
behavior are described more commonly of the Mexican American
(Edgerton and Karno, 1971}.
Mexican Americans receive relatively less mental
health care than the general population, they actually
need more.

Investigators such as Karno and Edgerton (1969)

and Torrey (1968, 1969) point out that the California
Mexican-American population is subject to a number of "high
stress indicators" which are correlated with mental breakdown (or some form of self-destructive behavior, such as
alcoholism, drug addiction, or suicide) and subsequent
need for treatment.

The indicators include (a) poor

communication skills in English;

(b) the poverty-cycle--

limited education, lower income, depressed· social status,
deteriorated housing, and minimal political influence;
(c) the survival of traits from a rural agrarian culture
which are relatively ineffectual in an urban technological
society;

(d) the necessity of seasonal migration (for

some); and (e) the very stressful problem of acculturation
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to a society which appears prejudicial, hostile, and
rejecting.
Edgerton and Karno (1971) conducted a study to
determine whether the wide-spread underrepresentation of
Mexican-Americans in both private and public psychiatric
treatment facilities throughout the southwestern states
could be related to differences in their perceptions, of,
or attitude toward, mental illness.
It was found that responses given by 444 MexicanAmericans in East Los Angeles to a household survey
interview of beliefs and perceptions of mental illness
were, in general, not very different from those given by
224 Anglo-Americans, but within the Mexican-American group
there were some significant differences.

The most potent

variable in predicting such variation in responses was
the language in which the respondent took the interview.
The 260 Mexican-Americans who took the interview
in Spanish, differed from the 184 Mexican-Americans who
took the interview in English in six response categories:

(1) depression, (2) juvenile delinquency, (3) schizophrenia,
(4) the inheritance of mental illness, (5) the effectiveness of prayer1 and {6) familistic orientation.
Depression--the following vignette was given:
Mrs. (Brown) {Gonzalez) is nearly fifty, has a
nice home and her husband has a good job. She used
to be full of life, an active, busy woman with a
large family. Her children are now gro~m and in
recent months she has changed. She sits and broods
for hours, blames herself for all kinds of bad
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things she thinks she has done, and talks about
what a terrible person she is. She has lost
interest in all the things she used to enjoy,
cannot sleep, has no appetite, and paces up and
down the house for hours.
Both populations agreed that the woman who is
described as a depressive mother was "sick," the English
speakers far more often saw the source of her· sickness as
"lonel:Lness," whereas the Spanish speakers described her
as suffering from a "nervous 11 condition.
Delinquency--the following vignette was given:
(Ken) (Marcos) is only fifteen but has been in
an awful lot of trouble. He looks for fights, has
a terrible temper, and stays away from school. His
older brothers are married and settled down and
never got in trouble like (Ken) (Marcos). He's
been arrested for car theft and there have been
knifings in his gang and he's been in juvenile
hall and at probation camp. His parents are
worried but don't know what to do because he never
wants to talk to them and is almost never home.
English speakers saw the cause of delinquency in
the parent-child interaction; the Spanish speakers held
that the child was primarily at fault.
Schizophrenia--the following vignette was given:
Jane (Walker) (Mendez) is seventeen and in her
last year of high school. She has always been a
moody girl and has never gotten along well with
people. A few months ago she began to cry all
the time and to act very afraid of everyday things.
She has stopped going to school and stays at
home. She screams at her parents and a lot of
the time doesn't make any sense at all. She has
talked about hearing voices talking to her and
thinks that she is really somebody else than
herself.
Those who took the interview in English referred
to'her illness as

11

mental 11 and those who took the interview
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in Spanish referred to

11

nerves.

11

Inheritance of mental illness--Of those who took
the interview in English, 58 percent said

11

no" that mental

illness is not inherited, while 27 percent said "yes.

11

Of those who took the interview in Spanish, 64 percent
I

said "yes,

11

mental illness is often inherited, while 23

-

percent said "no."
Effectiveness in prayer--Those who took the interview in Spanish 84 percent believed prayer could "cure"
mental illness; while 15 pe~cent of the English respondents
agreed.
Familistic orientation--Those who took the interview in English agreed with the Anglo-Americans that a
mentally ill person would not best recover from his illness
by staying with his family.

Those who took the interview

in Spanish disagreed and stated that recovery would best
be effected if such a person could remain with his family.
It was concluded that language usage and attitudes
toward mental illness are related and that both reflect
cultural distinctions with lasting psychological involvements.
The attitudes and perceptions of mental health by
Chicanos may clearly state that the cultural factor and
language usage factor are the reasons of the low utilization of psychological services.
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Conclusion of the Literature Review
Reviewing the literature leaves the reader with a
clear impression that psychological services in the mental
health field need to become more sensitive not only to
ethnic ~nd cultural differences but the sexual, social
class, and age differences as well.

This criticism is not

limited to radical groups, who, like Jerome Agel (1971),
describe therapy today as a

11

commodity 11 and "means of

social control," but leaders in the field like

c.

H.

Patterson (1972) are also not hesitant to point out the
need for change in an activist mode.

According to Patterson:

If there is anything that young people, the
poor, and minority groups are telling us it is
that they are fed up with our impersonal,
inhuman society. They do not want more 1 services 1
automated and impersonal, even if they are
delivered on a silver platter. They do, of
course, want the material requirements to live
a decent life, but as a right, not as a 1 service 1
from a governmental or social agency. But more
than this, they want respect, understanding and
the opportunity to actualize t...~eir potentials,
or to become self-actualizing persons. Psychologists, including counseling psychologists, have
an obligation to work for a social1 economic and
political system which will provide everyone with
more than the bare necessities of life, and
with equality of opportunity.

,

CHAPTER III
METHODOLOGY
The Settings
This study was conducted at three community mental
health centers, serving the eastern, western, and northern
populations of the Santa Clara County.

The centers typically treat patients on an outpatient basis with traditional forms of psychotherapy
occasionally s~pplemented by the use of medication.

The

problem exhibited by the patients range from mild depressed
states to chronic psychotic conditions.
Appendix l is an analysis of the ethnicity of the
populations thest: centers serve.

It should be noted that

the results are homogeneous within all groups.

The follow-

ing variables were not taken into consideration when this
analysis was produced:

(1) age
(2) sex
(3) liability-percentage of financing through
(a) Medi-Cal

(4)
(5)

(6)

{. 7)

(b) Short-Doyle Act
(c) private payment through the sliding scale
intent or reason for service
frequency
legal status
{a) voluntary commitment
(b) invcl 1intary com..mitment
{c) judicial---by court order
(d) jailed--acting out while in custody
(e) conservatorship
.
f rom mari~a~
.... 1 d ysrunc
,_
t '~on to
d 1agnoses-schizophrenia.
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Operational Definitions of Major Variables
Attitude--a state of mind or feeling with regard
to some matter of disposition.
(Morris, 1976)
measured by the evaluation of one's present therapist.
Preference--the selecting of someone or something
over another or others; the right or chance to
choose (Morris, 1976).
Patient/client/person--any individual who was
accepted for treatment by the center and had an open
file in his name.
Therapy--the treatment of illness or disability
(Morris, 1976).
Therapist/counselor--a specialist in conducting
therapy.
(Morris, 1976) in this study--a,psychiatrist,
psychologist or psychiatric social worker.
Psychiatrist--one versed in that branch of medicine
which deals with the prevention, diagnosis, and
treatment of mental and emotional disorders (Hinsie
and Campbell, 1960). Holds a M.D. degree and prescribes medication.
Psychologist--one versed in the science which
deals with the mind and mental processes-consciousness,
sensation, ideation, memory etc. (Hinsie and Campbell,
1960).
Psychiatric social worker--usually concerned with
the social case study and treatment of children or
adults whose personal and social maladjustments are
primarily due to mental health problems, including
nervous and mental diseases and defects, and
emotional behavior, and habit disorders (Hinsie and
Campbell, 1960).
Asian--men or women who identified him or her self
as of Asian or Oriental descent which encompasses
Chinese, Filipino, Japanese, Korean, Samoan.
(Though
these groups are different1 they were combined since
they share many of the same cultural experiences.)
18 years of age and older
Chicano--men or women who identified him or her self
as of Mexican, Mexican American, Hispanic or Spanish
descent.

18 years of age and older

'i'

-!
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Anglo--men or women who identified him or her self
as of white, Caucasian, Anglo-Saxon or Anglo
American descent.
18 years of age and older
Sample Selection
The sample for this study was randomly selected by
selecting every other name in each specified ethnic group
in the main file.

Only those patients were accepted who

had been seen at the mental health center at least three
consecutive visits.

All respondents spoke and understood

English.
The Study Population
The sample of respondents (N
from three mental health centers.

=

60) was selected

Of those 60; 20 were

Asian (9 males, 11 females); 20 were Chicano (10 males,

10 females); and 20 were Anglo (10 males; 10 females)~
Data Collection Procedures

A protocol (Appendix 2) was written~ submitted to
and reviewed by The Program Research Cormnittee of The Santa

Clara County Mental Health Bureau on Jan'..lary 18, 1979.
Approval was granted on January 26 and an Oath of Confidentia.lity for Research was ta"!cen.

Data collecting took place immediately for

and

a half months on an avera,;e of two and a half days a week.

45

Each patient's file was examined and the following
data obtained:

ethnic background, sex, age, marital status,

years of education, number of visits of at least three,
present therapist's ethnic background, sex and professional
expertise.
The investigator identified the 'surname of both
Asians and Chicanos.

Although the method may have excluded

females married interracially, or some of mixed racial
backgrounds and not identified as so, the number in these
categories was considered extremely low.

Any name that

looked questionable was further investigated by checking
the files for any reference to ethnicity made by the
therapist.

If the therapist indicated that the person

was either Asian, Chicano or Anglo, the person was included
in the study.
The investigator introduced herself giving her
name and present status as a graduate student from the
School of Social Work at San Jose State University.
All respondents were verbally informed that she
was interested in obtaining information about their
attitudes and preferences in selecting a therapist at that
specific center.

She wanted to gain a better understanding

of what characteristics they would take into consideration
if given the opportunity to choose their own therapist~
Participat~on involved filling out a thirteen
question questionnaire (Appendix 2) which took no longer
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than twenty minutes.
All respondents were verbally informed that their
name came up at random from the ~iles of that specific
mental health center and that the study was approved by
The Program Research Committee of The Santa Clara County
Mental Health Bureau.
Their name and any personally identifying information
was not required on the questionnaire.
ations were provided.

Ethical consider-

All information provided would be

strictly confidential.
_Participation was voluntary and could be terminated
at any time they wished.

Participation was requested by

signing the consent form attached to the questionnaire.
The questionnaire was then administered if permission was granted.

It focused on demographic information,

an evaluation of their present therapist and preferences
for a specific therapist.

It consisted of a variety of

different approaches to answering.

The questionnaire con-

sisted of open ended, short answered, close ended and multichoice questions.

All questi?ns were clarified by the

investigator if any question seemed ambiguous or difficult
to answer.
Statistical Procedures and Designs
Data for each patient was coded and transferred to
IBM fortran cards for computer analysis.
Descriptive statistics were used.
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This study employed three 3 x 3 tables.

For ethnic

preference--three levels of subject ethnicity and three
levels of therapist ethnicity.

For sex preference--three

levels of subject ethnicity and the female, male or no
opinion choice.

For professional expertise--three levels

,I

of subject ethnicity and three professional categories.
This study also employed one 3 x 4 table.

For

age preference--three levels of subject ethnicity and
three age ·categories and one no opinion choice.
In all three ethnic groups, preferences were
compared to their present therapists' evaluation and
ethnic background and professional expertise.
The independent variables were subject's ethnicity;
therapist's ethnicity, and therapist's professional
expertise.

The main dependent variables were the attitu-

dinal evaluation toward the therapist, the preference
involved, and the attitudinal choice of returning for
treat~ent.

CHAPTER IV
MAJOR FINDINGS
The findings of the data analysis will be presented
here in three sections.

The first section is a discussion of the sample
characteristics:

age, education, and marital background

(Tables I, II, and III).
The second section will present the distribution
of preferences:

same ethnicity, same sex, professional

expertise, and age.

These findings are analyzed by each

individual ethnic group and the consensus or percentage
of the total sample (Tables IV, V, VI, and VII).
The third section will focus on the results of
the attitudes of their present therapist compared to their
preferences for a therapist {Table VIII).
Section I

As can be seen from Table I, age distribution
with the three ethnic groups was roughly equivalent¥
although the Anglo population had 50 percent of their
sample in the 26-32-years age range.

The Asian sample

ranged in age from 18-66 with a mean age of 34 years of age;
the age range for both the Chicano and Anglo samples was
18-55 years of age ~,vith a mean of 33 years of agee
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Table I
Age Distribution of the Sample

Age
18-25 years
26-32
33-40
41-55

II

II

II

Asian
Male
N=9

Female
N=ll

Chicano
Male
Female
N=l0
N=l0

Anglo
Male
N=l0

3 a
(33%)

0
(0%)

4

2

2

(40%)

(20%)

(20%)

Female
N=l0

TOTAL
Asian
N=20

TOTAL
Chicano
N=20

TOTAL
Anglo
N=20

1
(10%)

3
(17%)

6
(30%)

3
(15%)

4

10
(50%)

0
( 0%)

(18%}

2
(20%)

2
(20%)

(40%)

6
(60%)

2
( 9%)

(20%)

1
(11%)

4·
(36%)

2

(20%}

4
(40%}

3
(30%)

2
(20%}

5
(24%)

(30%)

3
(33%)

4
(36%)

2
(20%}

2

1
(10%)

1
(10%)

7

4

2

(20%)

(35%}

(20%)

(10%)

2

4

6

5
(25%)

56-65

II

1
(11%)

0
( 0%)

0
( 0%)

0
{ 0%)

0
{ 0%)

0
( 0%)

1
{ 5%)

0
{ 0%)

0
( 0%)

66-

II

1
(11%)

1
(11%)

0
( 0%)

0
( 0%)

0
( 0%)

0
( 0%)

2
(10%)

0
( 0%)

0
( 0%)

11
(100%)

10
(100%)

10
{100%)

10
(100%)

10
(100%)

20
(100%)

20
(100%)

20
( 100%)

35

32

35

32

34

33

33

. TOTALS

9

(100%)
MEAN AGE
BY SEX

31

36

~

I.O

aPercent computed on basis of raw total--i.e.,

33.3% = 33%.
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Education
The three groups differed significantly (p

< . 01)

in level of education; 60 percent of the Chicano sample
had less than high school education in contrast to 80
percent or more of the Asian and Anglo populations who
had at least some college education, as reflected in
Table II.
Marital Status
In Table III, the marital status distribution
across the three ethnic groups were similar.

The overall

percentage who were single was 34 percent; who were living
together but not married was 5 percent; who were married

was 43 percent; who were separated was 5 percent; who
were divorced was 11 percent and who were widowed was 2
percent.
Section II
Preference bv Ethnicitv
A.s can be seen in Table IV, i t was found in all

three groups a preference for a therapist of the same
ethnic group8
More than half (55 percent) of the Chicano sample
expressed a. positive preference for a Chicano therapist
while 40 percent stated that it was not an important factor~
Only 5 percent stated they did not desire a Chicano
therapist~

Table ·II
Educational Distribution of the Sample

:b"'emale
N==ll

Chicano
Male
Female
N==l0 _
N=l0

Anglo
Male
N==l0

Female
N==l0

TOTAL
Asian
N=20

Less than
3 a
High School ( 33%)

3
(27%}

7
(70%)

(50%)

0
( 0%)

2
(20%}

(30%)

High School
1
Graduate
(11%)

4

2
(20%)

3
(30%)

2
(20%)

5

5

5

7

(36%)

(50%)

(24%)

(25%)

(35%)

2
(19%)

1
(10%)

2
(20%)

4

3

(40%)

(30%)

7
(37%)

3
(15%)

7
(35%)

2
(18%)

0
( 0%)

0
( 0%)

2
(20%)

0
( 0%)

2
( 9%)

0
( 0%)

2
(10%)

0
( 0%)

0
( 0%)

0
( 0%)

'· 2
(20%)

0
( 0%)

0
( 0%)

0
( 0%)

2
(10%)

11
( 100%)

10
(100%)

10
(100%)

10
(100%)

10
(100%)

20
(100%)

20
(100%)

20
(100%)

Years of
Education

.

College~

Asian
Male
N==9

5

(56%)
College
Grad

( 0%)

Post
Grad

( 0%)

'l'OTALS

0

0

9

( 100%)
RANGE

5

6

TOTAL
Chicano
N=20

TOTAL
Anglo
N=20

12
(60%)

2
( 10%)

..::High
<High
High
..::'.:High
<.High
-<'..High
<High
..::High
School- School- School- School- School- School- School- SchoolCollege College College College Post
College College College
Grad
Grad
Grad

aPercent computed on basis of raw total--i.e.,

33.3% == 33%.

-<'..High
SchoolPost
Grad
VI

I-'

Table III
Marital Status Distribution of the Sample

TOTAL

TOTAL

N==l0

Anglo
Male
N=l0

TOTAL

Female
N=l,0

Female
N=l0

Asian
N=20

Chicano
N=20

Anglo
N=20

1
( 9%)

5
(50%)

4
(40%)

2
(20%)

l
(10%)

(43%)

, (45%)

(15%)

0
( 0%)

2
( 20%)

0

( 0%)

1
(10%)

1
(10%)

0
( 0%)

2
(10%)

(10%)

Chicano

Asian
Marital
Status
Single

Male
N=9
7

( 78%) a
Living
Together
But Not

0

( 0%)

Female
N=ll

Male

8

9

3

2

Married
Married

2

5

6

8

(60%)

(60%)

5
(50%)

7

(46%)

2
(20%)

6

(22%)

(34%)

(40%)

11
(55%)

Separated

0
( 0%)

0
( 0%)

0
( 0%)

0
( 0%)

0
( 0%)

1
( 10%)

0
( 0%)

0
( 0%)

1
( 5%)

Divorced

0
( 0%)

5

(46%)

0
( 0%)

0
( 0%)

0
( 0%)

2
(20%)

5
(23%)

0
( 0%)

(10%)

Widowed
TOTALS

2

0

0

( 0%)

( 0%)

1
(10%)

0
( 0%)

l
( 10%)

0
( 0%)

0
( 0%)

1
( 5%)

1
( 5%)

' 11
( 100%)

10
( 100%)

10
(100%)

10
(100%)

10
(100%)

20
( 100%)

20
(100%)

20
(100%)

9

( 100%)

aPercent computed on basis of raw total---i. e.,

33.3%

=

33%.

u,
N

i

53
Table IV
Distribution of the Sample
For the Same Ethnic Preference
As the Therapist

Yes

No

Asian

32%a

10%

58%

Chicano

55%

5%

40%

Anglo

35%

0%

65%

Percentage of
Total Sample

41%

5%

54%

Doesn't Matter

aPercent computed on basis of raw total--i.e.,

33.3%

=

33%.

In the Asian sample, 32 percent showed a definite
preference for an Asian therapist, while 11 percent stated
no desire for an Asian therapist and 58 percent stated it
did not matter.
In 35 percent of the Anglo sample, there demonstrated a distinct preference for an Anglo therapist while
no one stated "no 11 desire and 65 percent stated it was not
an important factor~
The consensus showed 41 percent a definite preference
in selecting a therapist of the same ethnic group, while 5
percent had no preference and 54 percent stated the ethnic
background of the therapist did not matter.
Two reasons which were most frequently given for
preferring a therapist of the same ethnic background were
'could relate better' and 'understand the patient's
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background much better.'
Preference by Sex
As shown in Table V, none of the three ethnic
groups, did the sex of the therapist influence preference.
This finding is inconsistent with current literature (Fuller,
1964; Levy and Iscoe, 1963; Boulware and Holmes, 1970).
Current literature suggests that most patients prefer a
male therapist over a female therapist (Chesler, 1971;
Bernard, 1971; Levy and Iscoe, 1963; Boulware and Holmes,
1970).
This significant finding states that the selection
for .a specific sex of the therapist does not matter in any
case.

In 90 percent of the Anglo male population, 78

percent of the Asian male population and 70 percent of the
Chicano male population all agreed with this finding.
It is also clearly stated that 50 percent of both
the Chicano and Anglo females and 36 percent of the Asian
females prefer a female therapist.

The consensus is 30

percent.
Two reasons which were most frequently given were
a

1

female therapist is capable of supporting positive

feelings' and

1

able to relate to the problem much easier'.
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Table V
Distribution of the Sample
For the Same Sex Preference
As the Therapist

Female

Male

Doesn't Matter

Asian
Males
Females

11%

78%

0%

64%

Chicano
Males
Females

20%
50%

10%

70%

0%

50%

10%
50%

0%
0%

90%
50%

30%

3%

67%

Anglo
Males
Females
Percentage of
Total Sample

aPercent computed on basis of raw total--i.e.,

_

33.3%

=

33%.

Preference by Professional Expertise
Demonstrated in Table VI, the professional expertise
is not an important factor in the selection of a therapist
which is stated by 50 percent of both the Asian and Chicano
population and 40 percent of the Anglo sample.

The con-

sensus was 47 percent.
In the Asian population, 15 percent preferred a
psychiatric social worker and 35 percent preferred a
psychiatrist.
In the Chicano population, 35 percent preferred a
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psychiatric social worker: 5 percent preferred a psychiatrist and 10 percent preferred a psychologist.
In the Anglo population, 35 percent preferred a
psychiatric social worker: 5 percent preferred a psychiatrist and 20 percent preferred a psychologist.
The psychiatric social worker was viewed'as 'capable
of relating to everyday problems better' and

1

discussing

their problems in layman terminology rather than in technical psychiatric terms'.

The consensus was 28 percent.

The psychiatrist was viewed as 'better educated'
and 'has the authority to prescribe medication'.

The

consensus was 15 percent.
The psychologist's characteristics in relation to
favorable comments were not perceived by the sample.
The consensus was 10 percent.
Table VI
Distribution of the Sample
For the Professional Expertise

Psychiatric
Social Worker

Psychiatrist

Psychologist

Doesn't
Matter

Asian

15%a

35%

0%

50%

Chicano

35%

5%

,10%

50%

Anglo

35%

5%

20%

40%

Percentage of
Total Sample

28%

15%

10%

47%

aPercent computed on basis of raw total--i.e.,

33 .. 3%

=

33% ..

.
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Preference by Age
As stated in Table VII, unlike the stated preference within the literature for an older therapist (Holman,
1955; Levy and Iscoe, 1963; Boulware and Holmes, 1970),
the sample populations noted that the age of the therapist
!

was not seen as an important factor in selecting a therapist.
In both the Chicano and Anglo populations 50 percent state
that it didn't matter while 70 percent in the Asian population also agreed.

The consensus was 57 percent.

The

older therapist is seen as 'experiencing life a little
longer than a younger person which would, therefore, mean
a greater knowledge of life 1 s problems'.
Section III
Correlation Between Present Therapist and
Preferred Therapist
As shown in Table VIII, the sample population was
classified into four groups:

(1)

Group A - the therapist belonging to the
same ethnic group and sex as
· -i
N-8)
_ e pa:c_,__n,_
•
th
Group B - the therapist belonging to the
same ethnic group but different
sex as the patient (N=3).
Group C - the therapist belonging to a
different ethnic group but
same sex as the patient (N=32).
Group D - the therapist belonging to a
different ethnic group and
different sex as the patient
(N=l7).
O

(2)
(3)
(4)

.,_

(

In Groups A and B (N=ll), 100 percent felt a definite
alliance with their therapist.

In Group C (N=32)8 70 percent

Table VII
Distribution of the Sample for Age Preference

Age of ResEondent
18-25 Yrs. 26-32 Yrs. 33-40 Yrs. 41-55 Yrs.

56-65 Yrs.

66 Yrs.

Asian
Younger 'ithan
Same Age
Older ~rhan
Doesn't
Matter

N=0
N=2
N=4
N=l4
N=20

50%a
25%

50%
25%

50%

7%

7%

29%

36%

100%
34%

22%

33%

11%

20%

20%

30%

30%

25%

60%
50%

20%

50%

7%

14%

Chicano
Younger Than
Same Age
Older Than
Doesn't
Matter

N=0
N=l
N=9
N=l0
Nc::20

Ang_lo
Younger Than
Same Age
Older Than
Doesn't
Matter

N=l
N=S
N=4
N=l0
N=20

100%
40%
25%
20%

10%

Ln

(X)

(ll;,~1
: \;,i:1,•i,~

.,

l,,',:';',l

Table VII (Continued)

Age of Respondent
•. ,, %
I~•·

18-25 Yrs. 26-32 Yrs. 33-40 Yrs. 41-55 Yrs.

t·· ,

55-65 Yrs.

66 Yrs.

Percentage of
Total Sample
Younger Than N=l
Same Age
·N=8
Older Than
N=l7
Doesn't
N=34

, >J)bi~ter

""1

3.3%
8. 3%

6. 7%
6. 7%

8.3%

13 .:3%

,if1i~cr ;Ii'd~: . ·

~g··t 9'%
\,\;,

/,\/~,.o

1. 7%
3.3%
6. 7%

'<~~f:~{!.;~:\ ;:;r ·. ;~?;1.{.1:~,;.

· ·aPetcent computed on basis on raw total...:-i. e.,

,
'"

-~·

-"::

3 .3%

1.7%

15%

15%

- --. ~-·;:, ._, •,~ ·,

"""-''

•..

6.7%

,,.,1-'J,::

"

l... .:· ··'¢lo/
;1Jy9: ·

•·;i '

,

.

·::;,::.i,'/'/;,~·-s')

,,,,,,

:/ri'.:"

_ 3>:io/
..
33 · 3' oi,
/0 · .JJ/Oa
•

A

'

If,

,,,:;I

U1
U)

11. ..

---~',,.,1:........_.'·~.,:

' ,, "✓
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-

-
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.
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Table VIII
Distribution of the Sample for A Definite Alliance
With Therapist

Same Ethnic
Same Sex
N=8

(14%)a

I feel a
definite alliance
with my
therapist.
Positive
Attitude

Same Ethnic
Different Sex
N=3
( 5%)

Yes

Yes

100%

100%

38

34

Same Profession

As Preferred
N=l7
(28%)

Yes
I feel a
definite alliance
with my
therapist.

77%

No

23%

aPercent computed on basis of raw total--i.e.,

Different Ethnic
Same Sex
N=32
( 5 3%)
Yes

78%

No

Different Ethnic
Different Sex
N=l7
( 28%)
Yes

22%

33

82%

No

18%

33

Different Profession
As Preferred
N:::=43
( 7 2%)
Yes

86%
33.3% = 33%.

No

14%
()"\

0

J

I
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felt a definite alliance while 22 percent stated they did
not.

In Group D (N=l7), 82 percent felt a definite

alliance while 18 percent stated they did not.
In both Groups A and Ba positive attitude was
evident when patients were requested their attitudes on
their present therapist.
The same population was also classified into two
groups:
(1)
(2)

Group E - the therapist was
profession as the
preferred (N=l7).
Group F - the therapist was
profession as the
preferred (N=43).

the same
patient
of a different
patient

In Group E (N=l7), 77 percent felt a definite
alliance with their therapist and 23 percent did not.
In Group F (N=43), 86 percent felt a definite
alliance with their therapist and 14 percent did not.

I

J

CHAPTER V
CONCLUSIONS
The findings of this study comparing Asians',
Chicanos' and ~..nglos' attitudes and preferences

iJ

the

selection of a therapist in a mental health center revealed
significant differences with current literature.
Preferences for Therapist Characteristics
A large percentage of the sample possessed a

definite preference for a therapist of the same ethnic
group while a sizable percentage stated it did not matter.
This supports the importance of mental health professionals
sensitivity to the meaning that ethnic background may have

for the patient.

A sensitivity to these cultural differences

and the ability to discuss the patient at his or her level
may prove to be valuable tools for the therapist in any
school of thought.
In 70 percent or more of the male population 1.n
the sample existed an opinion that the selection for a
specific sex of the therapist did net matter.

Of the

remBining 30 percent, a preference for a female therapist
over a male therapist in the majority of cases was shown.
It was evident, thoug'l-1, that the female therapist was
seen in 75 percent of the cases~

'lne male therapist

counseled the remaining 25 percenta
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Approximately 50 percent of all females preferred
a female therapist over a male.

This finding is inconsistent

with current literature with the exception of Fuller in
1964.
Females preferred female therapists, basically for
one reason, a female's experiential understanding and the
ability to relate or understand a female much easier than
a male.
For half of the total sample, the professional
expertise of the therapist was not seen as an important
factor.

For the remaining half, the psychiatric social

worker was preferred over the psychiatrist 2:1 and over
the psychologist 3:1.
Of this sub-sample, thirty-eight individuals
sought help from a psychiatric social worker while eight
individuals were counseled by a psychiatrist and eight
by a psychologist.

This could explain the demanding

preference for a psychiatric social worker.
In 50 percent or more of the sa~ple, the age of
the therapist was not perceived as an influential variable.
For the remaining half, of the three categories, the
therapist who was older than the patient was preferred
2:1 over the therapist of the same age and 3:1 over the
therapist younger than the patient.
Of this sub-sample of therapist, the mean age
was forty to forty-five years of age while the mean age

!
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of the subjects was thirty-three.
Impact of Therapist Characteristics
on Client Satisfaction
Of the four categories (Group A--the therapist
belonging to the same ethnic group and sex as the patient;
Group B--the therapist belonging to the same ethnic group
but different sex as the patient; Group C--the therapist
belonging to a different ethnic group but same sex as the
patient; Group D--the therapist belonging to a different
ethnic group and different sex as the patient), the
therapist who happened to be of the same ethnic background
and same or different sex as the patient demonstrated a
more positive attitude toward his therapist than did the
client whose therapist happened to be of a different
ethnic background and same or different sex.
Insignificant findings were revealed when a
comparison was made between the two categories, the
therapist who happened to be the same profession as
preferred and the therapist who was not the same profession
as desired.

Both groups were comfortable or felt a definite

alliance with their therapist.
When respondents were asked their preference among
the three professional expertises, many did not know the
difference among them.

The investigator included those

who did not know the difference among the three professions
in the "Doesn't Matter" category.

These respondents
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comprised more than half of the "Doesn't Matter" category.
They stated they didn 1 t know the difference and that it
didn't matter to them which professional they were
counseled by.

Those that did know the difference usually

preferred the expertise of the therapist from whom they
were receiving counsel.
It can be concluded that the match between preferred
sex and ethnicity of therapist does influence client
satisfaction 1 whereas the match between preferred profession and their therapist's profession did not.
The hypothesis is proveno

If given the opportunity~

50 percent stated a definite preference and attitude in
the selection of a therapist.

f

CHAPTER VI
DISCUSSION AND IMPLICATIONS
This study examined the preferences and attitudes
community mental health center patients held in the selection
of a therapist.

It was also an attempt to gain some insight

into their mental health needs and the adequacy of services
to meet their needs.
Of the small minority in the Asian and Chicano
population and the somewhat larger majority in the Anglo
population that do utilize the community mental health
services, major significant findings were discovered which
are inconsistent with current literature.
It was found that roughly 50 percent of all ethnic
groups did not express preferences for therapist characteristics.

However, for 50 percent who did, the match between

sex preferences and ethnic preference and characteristics
of the therapist did influence client satisfaction~
The study also stated the barriers which are
encountered and play an influential role in the lack of
participation of the minority populations to seek help
when it is needed.

The barriers that do exist are

ethnicity, cultural, sexual, social class and age.
The attitudes and perceptions of the three ethnic
groups were also examined as barriers in seeking
counsel.
66
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Just as the need is apparent for social workers
and all others in the helping professions to be
culturally sensitive,

11

11

bi-

they should also be concerned about

their own sex-role stereotypes, social class and age
barriers which influence these attitudes on their professional activities.

The therapist's lack of awareness of

stereotypes may, therefore, only reinforce social and
intrapsychic conflicts in the client therapy, then serves
to facilitate the individual 1 s adjustment to existing
restrictive sex roles, and becomes a tool for social
control rather than a mechanism for encouraging maximum
realization of individual potential.
Limitations of this study are the following:
1) The small sample size that was utilized.

Due to a time

limitation in gathering the sample, the findings of this
study may not be generalized for the larger psychiatric
population.

2) The sample consisted of three ethnic groups

already attending the community mental health clinics.

This

should not be interpreted as an estimate of the preferences
of the population as a whole.

3) This study may include

biases made on the part of each participant which were not
foreseen by the investigator and could not be controlled.

4) Other variables such as religion, language,

education, social class, spouse 1 s ethnic background, agegenerational differences and prognosis and diagnosis given
at intake so one may categorize respondent's orientation

68
of answer could have played an influential cultural bias
on respondent 1 s answers but was not seen relevant in this
particular study.

5) In this particular study, the

investigator included Chinese, Filipino, Japanese, Korean
and Samoan in the same category as Asian.

The investigator

1

is aware of the vast cultural differences and similarities
among the five groups but for purposes of this study, they
were seen as one.
The author recommends that further research would
provide objective data that could be used to increase
mental health service utilization by all population
segments with special needs.
If further research could possibly be done on a
similar basis of this thesis using the stated variables
as well as the suggested variables for both the respondents
and the therapists, data could substantially show more
effective outcomes on behalf of the respondent.
The findings state that those who utilized
community mental health centers have diverse attitudes
and preferences unlike utilizers in current literature.
These diverse attitudes and preferences should be consid~red seriously so mental health services can be fully
utilized by ethnic groups.
Community mental health centers should:
(1) have preferences of clients solicited at
intake and honored.
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(2) have available a staf£ with sex and ethnic
characteristics which match client population.
(3) be aware and knowledgeable of the populations
they serve, particularly if they consist of minority
populations.
(4) be knowledgeable of current literature and
research done pertaining to various cultures in counseling
minorities in the most effective way.
(5) be sensitive to the needs of the community
they serve by serving them in an appropriate sensitive
manner.
Research and evaluation pertaining to needs
assessment of various cow111unities on their preferences is
greatly needed to enhance the system's effectiveness.
Research is also needed to clarify the extent to
which cultural influences are misinterpreted or misunderstood and inappropriately labeled by therapists.
The purpose of research and evaluation is not to
threaten the system's delivery of service but to improve
for an effective outcome for all populations concerned.
The differences which exist between the therapist
and the client affect social work practice with the
educating and training of social workers and other professionals in the mental health area.

T'ne education and

training must include adequate preparation to enable them
t6 work effectively with all people, including those
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of a different cultural and ethnic heritage.

The develop-

ment of an ability to examine and confront one 1 s personal
exploration should be a requirement for workers in the
human services.

Perhaps then it would be possible to

transcend the boundaries of class and racism that are
I

often seen as barriers to effective treatment and change.
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APPENDIX I
Ethnicity Analysis of Populations Served at Santa Clara
County Mental Health Centers Vs. Catchment
Area Populations
CENTRAL MENTAL HEALTH CENTER

Catchment Area Population

Unknown ethnic group
133
2,499
White
156
Black
Spanish Surname
382
American Indian
10
Asian (Chinese,
Filipino, Japanese)
29
36
Non-white
TOTAL
n = 3,241*

3,700
118,300
1,300
15,200
400

n

=

3,200
2,600
144,700**

EAST VALLEY MENTAL HEALTH CENTER
Unknown ethnic group
White
Black
Spanish Surname
Asian (Chinese,
Filipino, Japanese)
Non-white
TOTAL
n =

20
395
95
204

4,400
93,400
12,100
71,200

10
6

730*

n

=

7,500
6,800
196,400**

FAIR OAKS MENTAL HEALTH CENTER
Unknown ethnic group
White
Black
Spanish Surname
American Indian
Asian (Chinese,
Filipino, Japanese)
Non-white
TOTAL
n =

26
617
34
45
1

4,000
123,700
2,500
14,600
500

10
7

741*

n

=

7,100
3,100
155,500**

*Management Information Systems Team--Anselmo Escobar, M.S.W.,
Mental Health-Santa Clara County-First Half-1978-1971 F/Y
**Planning Department-Mental Health-Santa Clara County, Census
Tract Data- 11 Consolidation Into Ethnicity and CAs By Evaluation/SL,11 Adjustment of Spanish Language/Surname To 1970
Percentage By ~..anagement Information Systems Team/ES.
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APPENDIX II

January 18, 1979
Submitted To:

The Program Research Committee of The Santa
Clara County Mental Health Bureau
645 South Bascom Avenue
San Jose, CA 95128

Submitted By:

Joyce N. Iwaki
Graduate Student
School of Social Work
San Jose State University
San Jose, CA 95192

TITLE:

A COMPAR~TIVE STUDY OF ATTITUDES AND PREFERENCES
OF ASIANS, CHICANOS AND ANGLOS IN SELECTING A
THERAPIST IN A MENTAL HEALTH CENTER

HYPOTHESIS:

If given the opportunity, a person of one
ethnic group, age range and sex would prefer
counseling/therapy from a therapist of the
same ethnic group, age range and sex.

Scope of Problem
It has been widely documented that the incidence of
mental illness and admissions to mental hospitals is higher
for the lower socio-economic groups. ,Nevertheless 1 the
poor are underrepresented in out-patient treatment facilities
and their drop out rate after the initial visit is extremely
high. According to Overall and Aronson in 1967 57% of
lower socioeconomic patients did not return for a second
appoin t.1Uen t.

Perhaps patients feel disappointed in their expectations
of a psychiatric clinic. There may be a lack of direct
attention given to ethnicity, race, sub-cultural identity
and bilingualism by clinic personnel.
Purpose

To gather pertinent information on the attitudes and
preferences of a sample population of 25-30 Asians, 25-30
ll,.r1glos in selecting a therapist by way of a questionnaire.
This study will seek to answer the following questions:
1. Any correlations between age, sex, martial status,
education and occupation among the three groups
as to the significance of attitudes and preferences*
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2.

Do respondents prefer a Psychiatric Social
Worker, Psychiatrist or Psychologist or does
it matter?

3.

Do respondents prefer a male or female therapist
or does it matter?

4.

Do respondents prefer a therapist younger, the
same age or older than him/her self or does it
matter?

5.

Do respondents prefer a therapist of their own
ethnic group/background and their reasons behind
it?

Respondents Proposed To Be Involved
I would like to randomly select 25-30 Asians, 25-30
Chicanos and 25-30 Anglos who are patients at East Valley
Mental Health Center, Central Mental Health Center, or
Pair Oaks Mental Health Center.

Respondents will be told that I am interested in obtaining information about their attitudes and preferences in
selecting a therapist at this center. I want to gain a
better understanding of what characteristics they would
take into consideration if given the opportunity to choose
their own therapist.
Confidentiality
All respondents will be informed that their name and
any personally identifying information will not be asked.
All information will be held in the strictest of confidence~
I will be the only person accessible to the data which
will be kept in a locked filing cabinet.
Potential Benefits
Each questionnaire along with simple directions will
be given in a professional sensitive manner by myself.
Their satisfaction from participating may be the
pleasure,they derive from the knowledge that they are
contributing to a significant study in this field.
Although direct therapy will not be administered, it
may be of benefit that someone concerned with their well
being is listening as helpful therapeutic benefit approach.
Potential Risks
There is no anticipated physical or psychological harm
expected as a result of either participation or non-participation.
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Free To Terminate
Respondents are free to terminate at any time as they
wish.
Questionnaire
A questionnaire consisting of 13 questions will be given.
Questions regarding demographic information, length of time
receiving counseling and attitudes and preferen9es will be
asked.
The questionnaire, verbal directions, questions and
answers will take no longer than 30 minutes.
Consent To Participate In Study
I will ask for their participation in the study in
signing the consent form. Questions may be asked regarding
any part of the study at any time.
Findings
This study is not focused on the effectiveness of
services delivered in the center involved. Rather, the
study is directly geared in finding the attitudes and
preferences of a sample population.
The findings of this research project will be published
in the form of a Master 1 s Thesis.
It is the sincere hope of the author that any new
information or insights which may be presented in this
study will be used to increase services for the minority
populations.
All identification information regarding personnel,
center and respondents involved will be eliminated. No
further publication will be submitted without the consent
of the agency involved.
Limitations
Given the small sample size from which thls sample is
to be taken, i t is to be noted that the results of this
study may not be generalized for the larger psychiatric
population.
All questions may be directed to either one of the followinq
people:
Investigator:

Joyce N. Iwaki
1152 Kotenberg Avenue
San Jose, CA 95125
(Home) (408) 293-6260
(Bus~) (408) 985-5203 X49
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Advisor:

Peter Lee, M.S.W., M.P.H., Assistant Professor
San Jose State University
School of Social Work
San Jose, CA 95192
(Bus.) (408) 277-2553
(Home) (408) 371-7753

THE INVESTIGATOR AGREES TO CONDUCT THIS STUDY IN THE ABOVE
STATED GUIDELINES WITH ANY SUGGESTIONS AND/OR CHANGES MADE
BY THE PROGRAM RESEARCH COMMITTEE OF THE SANTA CLAR:i\. COUNTY
MENTAL HEALTH BUREAU.

Date
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CONSENT TO PARTICIPATE IN STUDY
Hello!
My name is Joyce Iwaki and I am currently a graduate
student in the School of Social Work at San Jose State
University~
Your name came up at random from the files of The East
Valley Mental Health Center. This study has been approved·
by The Program Research Committee of The Santa Clara County
Mental Health Bureau.

I am interested in obtaining information about your
attitudes and preferences in the selection of a therapist
in a Mental Health setting.
I would like to gain a better understanding of what
characteristics you would take into consideration if you
were given the opportun.ity to choose your O'v'm therapist.
Participation in this study involves filling out the
short questionnaire attached which will take no longer than
20 minutes.
Your name and any personally identifying information
will not be required of you on the questionnaire. All
information provided by you will be strictly confidential.
Participation is voluntary and you may terminate it
at any time you wish.
Your participation will contribute to help us make
mental health services more responsive to the needs of
the co:rmnuni ty.
Your cooperation is greatly appreciated.

I HAVE REJi..D THE FOREGOING AND HAVE BEEN PROVIDED WITH A
DESCRIPTION OF THE STUDY ~~~D THE PROCEDURES TO BE FOLLOWED~
I UNDERSTA1.1D THAT ALL INFORI'1ATION PROVIDED TO JOYCE IWAKI
WILL BE TREATED IN STRICT CONFIDENCE AND 'rHAT, IN J.ffy

DISCUSSION OF T""tlIS STUDY, NO INFOR.i.1\IL~TION OR QUOTES WHICH
CAN IDENTIFY ME WILL BE USED WITHOUT MY, EXPRESS CONSEN'l'.
I UNDERSTA.'l'iJD THAT I JYlAY TERMINATE .M1:: PARTICIPATION IN THIS
STUDY AT ANY TIME. ** I AGREE TO PARTICIPATE IN THIS
STUDY**
Signature

Date
TF~~'KfK YOU FOR YOUR TIME!
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HELLO:

I am interested in finding out what characteristics
you would take into consideration in selecting a
therapist and your attitudes and preferences in
that choice.
This questionnaire is divided into three parts.
Part I - asks for general information.
Part I I - asks for the characteristics which best
fit your therapist.
Part,III - asks for your attitudes, preferences
and reasons behind them.

QUESTIONNAIRE
Part I
PLEASE MARK AN X BY THE APPROPRIATE ANSWER AND FILL IN ALL
AVAILABLE WRITE-IN SPACE.
PLEASE ANSWER ALL QUESTIONS.
THA..T'Il{ YOU •

1.

Wnat is your age?

18
26

33

41
56

66

-

-

25 years old
32'
40

II

II

II

II

55

II

II

65

II

II

ii

II

2.

What is your sex?

Male
Female

3.

wnat is your marital
status?

Single
Living Together
(but not married)
Married
Separated
Divorced
Widowed

4.

Last school grade

Less than
High School
High School
Graduate
College
College Graduate
Post Graduate

completed:

5.

What is your occupation?
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6.

Please specify:

What is your ethnic
background?*

Anglo (Caucasian, White)
Asian (Chinese, Filipino,
Japanese, Korean,
Pacific Islander,
etc.)
Chicano (Mexican, MexicanAmerican, Hispanic,
Spanish, etc.) · _ __
Pa.rt II
CHECK ALL POSSIBLE CHARACTERISTICS.
PLEASE ANSWER ALL QUESTIONS:,.
TH.AN".i.< YOU.

7.

My therapist:

not at
all

understands me.
understands my
problem.
is at ease in
talking with me.
helps me expand
my ideas on
solutions to my
problem.
makes positive
suggestions.
understands my
cultural values.
wants to
the best
solve my
from his
of view.

tell me
way to
problem
point

stereotypes me
and my problems.
*ethnic background means
your race and c~ltural group

once in
a while

sometimes

most of
the time

all of
the time
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I feel a definite alliance with my therapist and would
want to return to him/her for further counseling.
No

Perhaps
Yes
Part III
,PLEASE MARK ,AN X BY THE APPROPRIATE ANSWER AND FILL IN ALL
AVAILABLE WRITE-IN SPACE.
PLEASE ANSWER ALL QUESTIONS.

THANK YOU.
8.

Have you sought counseling elsewhere before coming to
this center?
Yes
No

If yes--why did you discontinue previous counseling?
9.

Who would you rather see for
counseling?

Psychiatric Social Worker
Psychiatrist
Psychologist
Doesn't Matter

--

Why would you prefer one over the other?

10.

Do you feel one is better
qualified than the other?

Yes
No

Don't Know
How?
11.

--------------------------------

Which would you prefer?

or

a Male therapist
a Female therapist
Doesn't Matter

Why?
12.

Would you rather-see a
therapist who is:

younger than yourself
the same age
older than yourself
Doesn't Matter

Why?

\
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13.

Would you prefer a therapist of your own ethnic
group/background?
Yes
No

Doesn't Matter
Why?----------------------------

OATH OF CONFIDENTIALITY FOR RESEARCH

i-

90
Date

January 26 -~___ 197'---"9'---_

Pursuant to Section 5328 ( e) of the Welfare and Institutions Code as a condition of doing research concerning
persons who have received services from _________ l.fen..t.aJ. __ Jieal-t.h..--Admin.i.s-t.ra.tion. _____________________

(Fill in the facility, agency or person), I, __J_o~y_c_e_N_._I_w_a_k_i_____________ -------, agree
'

not to divulge any information obtained in the course of such research to unauthorized persons, and not to publish
or otherwise make public any information regarding persons who have received services such that the person who
received services is identifiable.
I recognize that unauthorized release of confidential information may make me subject to a civil action under
provisions of the Welfare and Institutions Code.
·-

----------------~---------------------- --Signature

Graduate Student ,____School of Social
Work

-- J

--------, -

Title

San Jose State Un~versity
San Jose, Californi~ 95192
-~-Complete Address

OATH OF CONFIDENTIALITY FOR RESEARCH
STATE OF CALIFORNIA

DEPARTMENT OF MENTAL H\~IENE
FORM

MH-1540
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